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Doctors have different attitudes to treatment. Some few treat their patients as individuals; some treat the labels which they have fixed to their patients; some treat the general public; some treat the patient's relatives and some few treat the doctor himself. The last group is the most hazardous to the patient. They all have some deep conviction of the nature of the disease usually unsupported by evidence. They are not now very numerous in this particular field but they were, basing their interference with the patient's life on firmly held but erroneous hypotheses. In my last visit to the United States I was impressed by the number treating labels, This is particularly important in hypertension where the label is in fact an artefact (Table 1, Pickering 1974) . Table I . Some suggesteddioidinq linesbetween 'normotension' and'hypertension'. (Reproduced/rom Pickering1974, p 33) The object of treatment in my view should be that expressed by the American Declaration of Independence in 1776, namely Life, Liberty and the Pursuit of Happiness. Doctors naturally concentrate on the first and unfortunately display a fine disregard for the second and third. My wife had a blood pressure of between 150 mmHg and 160 mmHg systolic and between 95 mmHg and 105 mmHg diastolic when we were first married. Her mother had been one of Albert's patients with hyperpiesia and what my wife feared most was that restrictions should be placed upon her life comparable with those placed on her mother's. Much the most restrictive at the present day is the low salt diet. Freis (1976) indeed has advocated that everybody with a family history of hypertension should restrict their salt intake to a gram a day or less in order to eradicate hypertension. Such a diet implies carrying your food with you to other people's houses, to public dinners and to restaurants, and subjecting 'your guests to unappetizing foods; and all for nothing because until the salt intake is reduced to 250 mg per day the arterial pressure is not materially altered. Few doctors realize how unpleasant are some of the drugs with which they saturate their patients. My most grateful patients have been those from whom I have removed reserpine, methyldopa and clonidine -all drugs which produce profound changes in the central nervous system as well as in the arterial pressure. Many of my patients told me that they never realized how miserable they felt until they stopped the drugs.
Ideally, the physician should tailor his treatment to fit the needs of the individual. This implies understanding of the disease and of the treatment and of the patient. I shall only deal here with the first. Figure 1 shows the relationship between arterial pressure at first examination by an insurance company and the mortality during the next twenty years. The mortality rises with the blood pressure. At a pressure of 130/90 mmHg the mortality is 1.4 times the standard risk. Many doctors argue from this that it is unjustifiable to withhold treatment from patients with pressures of 130/90 mmHg. Such an argument neglects two important facts. First, arterial pressure is very variable and tends to be lower the more often it is measured because the doctor acts as a pressor stimulus whose effect lessens with familiarity. Second, the mortality was a probability figure obtained from substantial numbers and cannot strictly be applied to individuals. Third, large changes in arterial pressure can happen during the twenty years that elapsed after the first examination.
Let me deal first with variability. Some fifteen years ago we developed machines for measuring the arterial pressure in the absence of the doctor. The best was described by Bevan et al. (1966) in which a thin nylon catheter inserted in the brachial artery led to a pressure recorder carried in harness on the chest. This transmitted the record to photographic paper moving on an apparatus carried in the patient's pocket. With this accurate records of arterial pressure could be obtained continuously over 24 hours in every variety of circumstance. Figure 2 shows one of the early records obtained by my registrar on himself. The record begins at 12 noon. Between 14.00 and 16.00 hours he was listening to my ward round and was obviously nearly asleep. At 16.00 the ward sister thrust a needle into his backside; the arterial pressure rose from 90/55 mmHg to 150/70 mmHg. At midnight he made love to his wife and the arterial pressure roseto 150/90 mmHg. Then he fell asleep and the blood pressure fell ultimately to 60/30. These are large variations and they are usual in similar circumstances. MyoId colleagues have now some hundreds of records, as have Raftery and his colleagues, and they show the same degrees of variation which are summarized in Figure 3 . The message from all this is that to depend on a Figure 2 . Arterial pressure plotted at 5-min intervals in subject 3 A B. The period of sleep is shown by the horizontal bar. The high pressures shown at 16: 00 and 24: 00 are due respectively to a painful stimulus and to coitus. (Reproduced from Bevan et al. 1969) single reading of arterial pressure is unwise. This conclusion is reinforced by the data in Figure  4 which show the diastolic pressures in treated and untreated patients one year after admission to the current M RC trial (Miall & Brennan 1976) . They were admitted because their arterial pressures lay between 90 and 109 mmHg diastolic. It will be noted that the vast majority of untreated patients have fallen far below these figures at the end of one year -a result due in my opinion to the partial extinction of the defence reflex which is so important a part of the response of the patient to having his arterial pressure measured by a doctor. Had these pressures been measured after twenty years a considerable number would have risen substantially because we found in our population studies that the main rise with age was I mmHg per annum. Some rise much less and some rise much more.
You may ask where does all this leave the poor doctor, except in a state of confused ignorance? We have; however, a few facts. First the therapeutic trials of Hamilton et al. (1964) in the UK and of Freis (1967 Freis ( , 1970 in the USA have provided firm evidence that when diastolic pressures measured repeatedly during several visits to the doctor remain consistently at 110 mmHg or above, then reducing arterial pressure significantly reduced mortality. We also generally recognized. What is less generally recognized is that pulsus alternans in the presence of a high pressure is a sure indication for treatment. A less urgent but still sure indication is a diastolic persistently over 110 mmHg. Below that figure the doctor should take other factors into consideration before he imposes therapy. The most important of these factors are: first, the presence of enlargement of the heart, which indicates the pressure is rather more persistently elevated than might have been suspected from the readings; second, being a male, for females tolerate high pressures better than males; third, a raised serum cholesterol-the Framingham and other studies indicate clearly that this is another factor predisposing to coronary artery disease; fourth, a bad family history of vascular disease. Gertler & White (1954) and Rose (1964) found a two-and-a-half-fold increase in risk ofcoronary death amongst first-degree relatives of coronary patients. In relatives of young female patients the increase is seven-fold (Slack & Evans 1966) .
When the large-scale controlled clinical trials of mild or moderate hypertension have been completed we shall have clearer data on which to base our treatment. Finally, I would like to give a few practical tips. First, every patient in whom you are contemplating treatment should have a chest X-ray and an electrocardiogram. Make sure that you have not missed the curable forms of hypertension, namely the pill, coarctation of the aorta, a phaeochromocytoma, Conn's syndrome and Cushing's syndrome. Then some don'ts: Never frighten your patient. Avoid unnecessary investigations such as catheterization especially of the ureters and aortograms; these should only be done when the indications are very strong and then only in clinics with first-rate vascular and renal surgeons available. A void unnecessary restrictions on the patient's way of life, like salt restriction. On the other hand, in view of the frequency of death from coronary artery disease, I personally consider that with patients in wh6m treatment of the hypertension is contemplated, smoking should be forbidden or at least discouraged. Finally, ifin doubt about treatment, wait. It is much better to say to the patient: 'Your pressure is a bit high but I don't really think at the moment it needs treatment, please come back and see me in, say, three months time.' In many of these patients the pressure will have fallen to levels which should cause no anxiety to either doctor or patient.
